INTRODUCTION
The significant percentage increase of the population with overweight and the ineffectiveness of the medication treatment (diet, drugs) allow bariatric surgery to take an important place in the treatment (1, 2) . At this point this type of treatment is the only one leading to a lasting effect.
Basically, two mechanisms allow the unification of all known methods into three categories:
-restrictive operations (gastric band and vertical gastroplastica) -low absorbing operations (jejuno-ileal bypass, biliopancreatic derivation) -mixed operations (gastric bypass) Description of techniques: a) Roux-en-Y Gastric Bypass (RYGB) works by restricting food intake and by decreasing the absorption of food. Food intake is limited by a small pouch that is similar in size to the adjustable gastric band (3, 4) . In addition, absorption of food in the digestive tract is reduced by excluding most of the stomach, duodenum, and upper intestine from contact with food by routing food directly from the pouch into the small intestine. (fig. 1.) b) Vertical Sleeve Gastrectomy (VSG) historically had been performed only as the first stage of BPD-DS (see above) in patients who may be at high risk for complications from more extensive types of surgery. These patients' high risk levels are due to body weight or medical conditions. However, more recent information indicates that some patients who undergo a VSG can actually lose significant weight with VSG alone and avoid a second procedure. (5, 6) , usually referred to as a "duodenal switch," is a complex bariatric operation that principally includes 1) removing a large portion of the stomach to promote smaller meal sizes, 2) re-routing of food away from much of the small intestine to partially prevent absorption of food, and 3) re-routing of bile and other digestive juices which impair digestion. By removing a large portion of the stomach, a more tubular "gastric sleeve" (also known as a vertical sleeve gastrectomy or VSG) is created. The smaller stomach sleeve remains connected to a very short segment of the duodenum, which is then directly connected to a lower part of the small intestine. This operation leaves a small portion of the duodenum available for food and the absorption of some vitamins and minerals. However, food that is eaten by the patient bypasses the majority of the duodenum. The distance between the stomach and colon is made much shorter after this operation, thus promoting malabsorption. BPD-DS produces significant weight loss. However, there is greater risk of long-term complications because of decreased absorption of food, vitamins, and minerals. (fig. 3.) d) Adjustable Gastric Band (AGB) works primarily by decreasing food intake. It was developed by Morina at the end the 80s. Food intake is limited by placing a small bracelet-like band around the top of the stomach to produce a small pouch about the size of a thumb. The outlet size is controlled by a circular balloon inside the band that can be inflated or deflated with saline solution to meet the needs of the patient. (fig. 4.) 
INDICATION
Regardless of the anesthesiology progress, surgery on patients with overweight always represents a risk. According to the formulated criteria, surgery is indicated in patients who have an index of total weight more or equal to 40 kg / m², as well as in those patients with more than 35 kg / m² and one or more concomitant diseases caused by the obesity syndrome or taking a turn for the worse because of it. The obesity must date back to 5 years. There must be no effect of the conservative treatment. And no contraindications must be present, such as narcotic dependence, psychiatric disorders, chronic infections, liver or renal failure, inflammatory diseases of the gastro enteric tract, neoplastic diseases and inherited coagulation disorders (7, 8) .
EFFECT OF SURGERY
The biliopancreatic derivation (DBP) shows best effectiveness, followed by the gastric encircling anastomosis (BPG), the vertical calibrated gastroplastica (GVC) and the gastric adjusting band (CGA). The weight loss depending on the applied technique is shown in Table 1 
COMPLICATIONS
Early complications of these operations can include bleeding, infection, leaks from the site where the intestines are sewn together, and blood clots in the legs that can progress to the lungs and heart. Examples of complications that may occur later include malnutrition, especially in patients who do not take their prescribed vitamins and minerals. In some cases, if the malnutrition is not addressed promptly, diseases such as pellagra, beri beri, and kwashiorkor may occur along with permanent damage to the nervous system. Other late complications include strictures (narrowing of the sites where the intestine is joined) and hernias (9, 10) . Two kinds of hernias may occur after a patient has bariatric surgery. An incisional hernia is a weakness that sticks out from the abdominal wall's fascia (connective tissue) and may cause a blockage in the bowel. An internal hernia occurs when the small bowel is displaced into pockets in the lining of the abdomen. These pockets are created when the intestines are sewn together. Internal hernias are considered more dangerous than incisional ones and need prompt attention to avoid serious complications. Research indicates that about 10 percent of patients who undergo bariatric surgery may have unsatisfactory weight loss or regain much of the weight that they lost. Some behaviors such as frequent snacking on high-calorie foods or lack of exercise can contribute to inadequate weight loss. Technical problems that may occur with the operation, like a stretched pouch or separated stitches, may also contribute to inadequate weight loss. Some patients may also require emotional support to help them through the postoperative changes in body image and personal relationships. The bariatric surgery remains an aggressive treatment with risky complications and unpleasant sensations in the early period. In Roux-en-Y Gastric Bypass the intra operative mortality is around 0.5% in larger series and morbidity between 10% and 20 %, as the most common causes are anastomotic leaks due to a fistula, hemorrhage, intestinal occlusion and mechanical ileus, severe wound infections and less often thromboembolism despite the anticoagulant prophylaxis. In a longer period of time, the observed disorders are malabsorpion of metals, mostly iron and vitamins of B group (B12, B1), folic acid and calcium with a risk of secondary hiperparatiroidizam. Other complications are structure of the anastomosis (5%), sore of the anastomosis (2-3%), mechanical ileus and internal hernia (3-5%). The mortality associated with the Vertical Sleeve Gastrectomy is less than 1% and the operative morbidity is approximately 5-20% according to the different authors Table 2 .
In a long-term aspect the frequently occurring complications are: disintegration of the vertical agrafs, gastroesofagic reflux, and food intolerance accompanied by structure when meat is consumed, and decrease of the average iron and vitamin B12 values. These complications require operative correction.
Adjustable Gastric Band (CGA) is accompanied by a minimum percentage of intra operative mortality, almost 0% in most series. The value of early complications below 5%, with minimal complications in the early postoperative period. Insufficiency in malabsorption of Vitamin B12 and Folic Acid may occur. The complications associated with the late postoperative period are slipping of the tightening band 2-12%, reflux esofagitis and food intolerance up to 25%, progressive dilatation of the stomach with pseudo achalaziya 5-60% and complications in the formation of gastric pouch to 10% (11, 12) .
Biliopancreatic Bypass with a Duodenal Switch (DBP) has 1.1% mortality and more severe complications in longterm aspect. Disorders related to iron absorption and formation of oxalate kidney stones are observed. 
CONCLUSION
Obesity surgery is the only method allowing aattainment of long-term weight reduction. The gastric encircling anastomosis is a method of choice with the desired late results. This intervention is carried out by a team of specialists after preoperative consultation with psychologist, anaesthesiologist and gastroenterologist. After the surgery, monitoring is of great importance. It has to be performed for a long period of time in order to correct the absorption disorders and food intolerance occurring after the operation. Monthly consultation with dietician and physical activity are recommended.
